Objective: To investigate the diagnostic distribution of neck masses treated surgically at our clinic and also to discuss the clinical presentation and histological finding of these pathologies.
INTRODUCTION
Neck masses are a problem encountered by all physicians and especially Ear Nose Throat specialists. A neck mass can be defined as any abnormal growth or development from the skull base to the level of the clavicula (1) . The approach to neck masses is particularly important as the neck contains 35-50% of all lymph nodes in its lymphatic chain together with many vital organs (2, 3) . Causes of a neck mass are generally classified as inflammatory, neoplastic and congenital (2) . There are many different factors that may examination. Radiological evaluation frequently provides guidance but the definite diagnosis in these patients is usually only made by the histopathological investigation of the surgically excised tissue samples (1) (2) (3) .
One of the first features to consider in patient presenting with a neck mass is the age (4). Inflammatory and congenital causes are common in the etiology of neck masses in children and adolescents (5) . A malignancy must be ruled out in adults who drink and smoke. Factors that increase the risk of neoplastic disease must be queried. The presence of and incisional biopsy. We obtained the patient's history, physical examination, laboratory and imaging results, treatment used, histopathological diagnosis and follow-up duration from patient files. All 201 cases had a detailed diagnosis and physical examination and one or more of the diagnostic imaging methods of ultrasonography, computed tomography (CT) or magnetic resonance imaging (MR). Excisional or incisional biopsy under local or general anesthesia had been used for the diagnosis in all cases. Patients thought to have an infectious etiology were administered antibiotic treatment for 15 days and an excisional biopsy performed afterwards if there was no clinical improvement. Patients whose diagnosis had been made with non-surgical methods (such as fine needle aspiration biopsy) or who were metastatic and the primary was not in the neck were excluded from the study. The tissue samples of all patients who had undergone excisional or incisional biopsy were evaluated at the pathology laboratory. The statistical analysis of our study was with the SPSS 10.0 package software.
RESUlTS
The male/female distribution was 107 to 94 and the age range was 5-74 (mean age 37.4). The definite diagnosis of the cases was with histopathological investigation. The histopathological diagnosis of the neck masses were inflammatory in 98 (48.75%), congenital in 36 (17.91%) and neoplastic in 67 (33.33%) (Figure 1-4 ). Reactive lymphoid hyperplasia was the most common inflammatory lesion [47 cases (47.95%)] and a thyroglossal duct cyst was the most common congenital mass [18 cases (50%)]. Neoplastic masses were malignant in 23 (34.32%) and benign in 44 (65.67%) cases. The most common malignant neoplastic mass was a lymphoma [10 cases (43.47%)], and the most common benign neoplastic mass was a lipoma [16 cases (36.36%)]. The mean age was 27.2±17.2 for inflammatory masses and 11.4±4.6 for congenital masses. Patients with a benign neoplastic mass had a mean age of 37.4±11.6 while those with a malignant neoplastic mass had a mean age of 49.4±20.6 (Table I) .
DISCUSSION
A neck mass is frequently encountered in ear nose throat practice and can be seen at any age group. Many factors play a role in the etiology of neck masses but inflammatory, neoplastic, congenital and traumatic causes should be especially considered in the differential diagnosis (2, 3) . A systematic diagnostic approach is essential with so many etiological factors. The first diagnostic step for the patient presenting with a neck mass is a good history and physical other local and systemic symptoms besides those belonging to the neck mass must also be investigated. The patient's own history and family history are of vital importance in the differential diagnosis (6).
The mass size, growth rate, mobility, caloric status and sensitivity are also criteria that should be evaluated in the differential diagnosis. The mass may appear suddenly in many patients, and is frequently painful and sometimes accompanied by some redness. These signs should indicate an infection more than a neoplastic process. A simple physical examination and full blood count instead of immediate advanced investigations can be sufficient to determine the origin of the infection. The patient is given antibiotic treatment in such cases. An incisional or excisional biopsy may be required if there is no resolution of the mass despite antibiotic treatment (7-9).
Diagnostic tests play an important role in differential diagnosis of neck masses. The physical examination indicates the diagnostic methods to use. For example, ultrasonography and Doppler would be important for a pulsating mass or one with a murmur, indicating a vascular lesion. The differential diagnosis of congenital cystic neck masses may require ancillary diagnostic methods such as ultrasonography, salivary gland lesions may require sialography and ultrasonography, inflammatory masses may require fine needle aspiration cytology and incisional and excisional biopsies while neoplastic formations or determining the relationship of masses with surrounding tissues may require CT and MR. The definite diagnosis is always by the pathologic evaluation of the mass (10, 11) .
Inflammatory lesions are the most common neck masses in many studies from our country and this is supported by our own study (8, 9, 12) . Inflammatory lesions take first place among neck masses in developing countries while congenital and neoplastic masses are most common in developed countries (1, 2) .
Neoplastic masses are the most frequent neck mass in patients aged 40 or over while inflammatory masses are the most common in children due to the high incidence of upper respiratory tract infection (7). The second most common neck mass in children are congenital masses (5) . The most common congenital mass in our study was thyroglossal duct cyst (18 cases). We had 67 (33.33%) neoplastic masses in our study and 23 (34.32%) were malignant. The malignancy rate in neoplastic neck masses has been reported as 33-64% and advanced age has been stated as one of the factors in this difference (1) .
A neck mass is the first sign in 5% of cancer patients. A neck mass is found at presentation in 12% of patients with head and neck cancers. It is therefore necessary to investigate the whole body if a neoplasm is suspected in elderly patients with a neck mass (2). Lee and Fernandes have reviewed the approach to neck masses and emphasized that a systematic evaluation is essential both for diagnosis and treatment (13) .
Neoplastic masses are common in the elderly but can also be seen in the young population. These masses may be the local primary tumor itself or a result of distant metastases. 80% of the malignant neoplastic masses in the neck are derived from the upper airways and the gastrointestinal system (6, 7).
Torsiglieri et al. have evaluated 445 cases of childhood neck masses and found a 61% accuracy rate when they analyzed the preoperative preliminary diagnosis and postoperative definite diagnosis. They therefore state that all diagnostic methods need to be used before surgery (14) . Our accuracy rate regarding preoperative preliminary diagnosis and postoperative definite diagnosis was also 61% (270 cases).
Age is an important factor in the differential diagnosis of neck masses. It is necessary to consider neoplasms in elderly patients and inflammatory or congenital lesions in children and young patients when confronted with a neck mass. The history, physical examination and ancillary diagnostic methods provide important information but the definite diagnosis will be with the histopathologic evaluation of the obtained mass.
